be more reliably related to the nature and extent of the child's cognitive and communi cative deficits, and to the intensity and dura tion of therapy, than to the specific type of treatment used (2, 4, 7) .
Part of the difficulty in relating diagnosis and treatment to outcome may be linked to an excessive reliance upon behavioural data for the assignment of nosological categories. It is known that different etiologies can share common behavioural pathways, while a spe cific etiology such as prenatal rubella can manifest a broad spectrum of somatic, cog nitive, behavioural, and linguistic disturb ances (1, 3) . Therefore, reliance upon either observational 'base-line' data, or upon broad diagnostic categories (such as 'schizophrenia') is of limited prognostic value. The former are too exclusive, the latter too inclusive.
Given the extent of our ignorance, what can we do in a community-oriented centre when charged with the responsibility of establishing services for severely disturbed preschool children? We find certain guide lines to be helpful. Diagnosis is perceived as an attempt to label a dynamic, evolving process within a developing child. Conse-
quently, a dual diagnostic and descriptive system is used -one aspect follows the traditional medical model, the other is pri marily observational and consists of con stantly revised, quantifiable behavioural data. Treatment is related to specific deficits and needs, and it is expected that the hand ling of the severely disturbed children will vary at different life stages, as does the handling of normal children. Finally, the choice of treatment modality must permit the fullest use of both the professional and personal resources of the staff.
The treatment philosophy of the Sec tion of Child Psychiatry of the Jewish Gen eral Hospital is influenced by the political and sociocultural values of the community. The children accepted for treatment are not just children within a particular diagnostic category, but all children who live within a geographically designated region, plus the children of greater Montreal's Jewish com munity. The wide range of community needs, cultural values, and psychological prepared ness precludes working with only one theo retical frame of reference. Our basic philos ophy is therefore eclectic and pragmatic.
In treatment, we are concerned with cer tain priorities (2) . There are basic skills and advantages which every child and adult must have in order to get by. The child must be able to exchange information with people in his environment. Toward this end, he must learn to control non-directed and destruc tively-aggressive behaviour. The family must have rudimentary structures for communica tion and discipline, the ability to come to gether, make decisions, establish roles, and achieve controls. The community must as sure the basic physical welfare and educa tional needs of its population, including specialized educational facilities.
These basic needs must be attended to first in a practical educational manner, relying heavily on behavioural techniques (2). Evaluation, formulation and treatment plan ning makes use of the skills of a group of people, each of whom is highly trained in one of the mental health professions. Par ticular aspects of treatment may be carried out by any team member whose skills are suited to the task.
After these basic needs are considered and fundamental skills have been acquired, con cern must be with the quality of our patients' lives -their sense of value and worth, relatedness and integration. It is here that vast differences of approach and techniques are recognized, which are not demonstrably superior to one another.
The question of who will help the patient go beyond the acquisition of basic skills relates to this. The usual authoritarian struc ture of the general hospital is not keenly felt in this unit because of a goal-oriented, rather than profession-oriented or even technique-oriented philosophy. The thera pist's nature appears to be as important as his theoretical frame of reference or the particular techniques he uses, as long as he is qualified, comfortable in the application of his method, and provided with adequate supervision (5,6). Well-intentioned team members are more helpful using methods which are consistent with their own styles than if forced into a theoretical mould which they find discordant. The therapist, who may be a child-care worker, social worker, nurse, or other professional, also functions as the child's advocate and treatment coordinator.
The dual diagnostic system allows for ade quate monitoring of change, while a wide range of available techniques allows the flexibility required to develop basic skills in a heterogeneous community. The long-term intensive therapeutic relationship which is established continues when the child leaves the Day Treatment Centre, encouraging him and his family to integrate therapeutic change with ongoing life experiences.
